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Abstract 
Objective: The purpose of the study was to examine the interpersonal and individual factors that 
aid in the sharing of healthy behaviors between romantic partners, where one partner is 
participating in an intensive weight loss program. More specifically, the investigation sought to 
determine whether (a) inclusion of the other into the self and provided social support mediated 
the association between relationship satisfaction and perceived change in health behavior in the 
non-treatment seeking partner (NTSP), and (b) if higher body mass index (BMI) and fear of 
gaining weight predicted behavior change in the NTSP.  Method: NTSPs (n = 18) who had a 
partner participating in the Duke Diet and Fitness Center (DFC) intervention, a residential weight 
loss program where patients stay an average of two weeks, were surveyed. Results: Analyses 
revealed that inclusion of the other into the self and provided social support were not significant 
mediators in the association between relationship satisfaction and perceived health change 
behavior, nor were BMI and fear of gaining weight significant predictors of perceived change in 
eating behavior or calorie expenditure. However, NTSPs did significantly improve their eating 
behavior during their partner’s stay at the DFC.  Conclusions: Given the observed high levels of 
relationship satisfaction, social support, and drive to share partner perspectives (i.e., inclusion of 
the other into the self), further research should explore the benefit these positive interpersonal 
factors have on partners in treatment. The communication of weight loss strategies and the 
reminder that a significant other is in treatment might encourage partners at home to eat more 
healthily, although it appears their physical activity is not as readily changed. These findings 
demonstrate that lifestyle interventions can have a greater reach than initially expected, 
maximizing the impact of treatment through spreading healthier habits without the additional 
costs.  
PARTNER HEALTH BEHAVIOR CHANGE                                                                             3 
The Transmission of Weight Loss Efforts to Non-Treatment Seeking Romantic Partners 
 
In recent decades, the prevalence of obesity in the United States has increased at an 
alarming rate. Despite growing media attention and public health efforts, current estimates reveal 
that almost 70% of adult Americans remain overweight or obese (Odgen et al., 2012). The crisis 
is not only weighing the country down physically, but burdening its purse as well, with over 
$190 million spent annually in the treatment of obesity-related illness (Glickman et al., 2012). If 
adequate treatment and prevention are not developed, it is estimated that there will be 65 million 
new cases of obesity by the year 2030 (Wang et al., 2011), and these costs are projected to 
approach $957 billion (Wang et al., 2008). Thus, developing both causal theories of weight gain 
and models of how to reverse these trends by encouraging healthy behavior are essential research 
endeavors to aid in mitigating this public health epidemic. However, research is complicated by 
the fact that obesity is more than the outcome of genetics and fat-intake; it is also the result of 
environmental and social variables (Faith & Kral, 2006). Research must, therefore, take into 
account the interpersonal factors that influence individual behavior in order to provide more 
accurate representations of the phenomena at hand, as well as to strengthen the impact of 
potential interventions. The present investigation explored a multifactorial perspective within an 
interpersonal framework, taking into account influences of relationship satisfaction, interpersonal 
closeness, and social support, as well as individual well-being, when assessing predictors of 
health behavior change. 
At the same time, considering the scale of the obesity crisis, there is also a need to better 
understand how to most effectively treat the greatest number of individuals. One possible avenue 
through which this can happen is if an individual’s decision to enroll in an extensive lifestyle 
intervention affects or influences their social network in a positive way. While ample research 
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has examined the effects of weight loss treatment on the person seeking treatment (e.g., Annesi, 
2013), there is limited information about how this treatment may impact other people within 
one’s social network. Basic research aimed at understanding how weight loss efforts impact 
close relations may elicit novel interpersonal treatment strategies that maximize the reach of 
obesity interventions. This study explored the potential for romantic partners not seeking 
treatment to adopt the weight loss strategies and efforts of their partner in treatment and the 
different motivations behind this change to address this research need. More specifically, the 
purpose of the present investigation was to examine whether individuals who have a romantic 
partner in a residential weight loss treatment program themselves engage in health-related 
behavior change, and to identify which relational and individual factors affect such changes. 
Preliminary investigations into the transmission of pro-health behavior 
 
Research has revealed that obesity has a tendency to spread across social circles. A 32-
year observational study examined a densely interconnected social network of 12,000 people and 
demonstrated that over time, an individual’s weight status (underweight, overweight, or obese) 
began to mirror the weight status of peers and close relations (Christakis & Fowler, 2007). More 
specifically, married partners had a 37% greater chance of becoming obese if their spouse was 
obese. Not only can significant others share weight status, they can also share health behaviors. 
The and Gordon-Larsen (2009) observed that married partners showed the greatest similarity in 
their negative obesity-related behaviors in comparison to other dyads, such as dating couples or 
couples who were cohabitating for less than two years. Simply entering into a serious 
relationship has been associated with greater weight gain. As one example, an analysis from the 
National Longitudinal Survey of Youth (1979) revealed that body mass index (BMI) increases 
for both men and women during marriage and cohabiting relationships (Averett, Sikora, & 
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Argys, 2008). These results were explained using the marriage market hypothesis (Becker, 1981) 
and social obligation hypothesis (Averett et al., 2008), whereby being in a committed 
relationship leads to eating more regular and richer meals due to greater social obligations as a 
couple and less drive to maintain a low weight (i.e., remain attractive and healthy) since a stable 
union has already been formed. While the majority of research on obesity trends has 
concentrated on the spread of unhealthy behavior and attributes, there is reason to believe that 
the same social mechanisms might enable a positive ripple effect.  
Select research has started to explore the potential for interpersonal transmission of pro-
health behavior. For example, in a preliminary investigation, overweight participants involved in 
a weight loss and diabetes prevention program reported that their primary person of support 
(which included spouses, children, friends and parents) reported greater change in eating habits, 
weight, and physical activity in comparison to the primary support person of individuals not 
involved in the intervention (Bishop et al., 2013). Bishop and colleague’s research provides 
evidence that individuals can alter their health behavior as a loved one goes through an intensive 
lifestyle change, although a more nuanced understanding is needed. For instance, this study 
assessed ratings of overall behavior change rather than asking specifically if a support person 
was snacking less frequently, eating smaller portions, etc. Asking about a person’s specific 
weight loss facilitative strategy offers greater evidence to support their reported healthier 
lifestyle. Future research would also benefit from asking a support person directly whether or not 
they have changed rather than asking the person in treatment. Other researchers have attempted 
to look at these issues in patient/spouse dynamics. Gorin and colleagues (2008) conducted a 
naturalistic study that measured the BMI, dietary intake, and regular physical activity of spouses 
of individuals participating in a 12-month intensive lifestyle intervention. Frequency of 
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consumption of over 130 foods, weight-control practices, and average calorie expenditure were 
recorded for the untreated partner when their partner entered treatment and 12 months later.  
Supporting Bishop and colleague’s (2013) results, Gorin and others found untreated spouses lost 
significantly more weight and had greater reductions in reported energy intake (i.e., consumed 
fewer calories) in comparison to spouses of partners in enhanced usual care. In addition, spouses 
of patients in the intervention were more likely to endorse the program’s weight loss strategies, 
and 70% reported trying to lose weight while their partner was in treatment. Furthermore, both 
investigations found that increased positive perceived change in the untreated partner was 
correlated with greater weight loss for the partner undergoing treatment. Thus, these studies 
suggest that NTSPs may be positively affected by their romantic partner’s engagement in a 
weight loss treatment program; yet, more research is needed to further support this association as 
well as provide potential explanatory factors that facilitate a partner’s lifestyle changes. 
Initial pathways for social and environmental influence  
 
In order to explain these preliminary findings that health behavior appears to be shared 
between partners, several theories regarding the social influence of intimate relationships can be 
applied. From a cultural perspective, the significance of dining together during courtship and the 
continued role of food within romantic milestones (e.g., sharing of a wedding cake, holidays, 
family dinners) suggests that consumption is still very much intertwined with interpersonal 
development. The context of shared mealtimes, in turn, provides an immediate channel for health 
behaviors to overlap. On the most direct level, research on eating conformity has shown that 
romantic partners have a tendency to alter and even mimic each other’s eating decisions (Salvy 
et al., 2007). Specifically, Salvy and colleagues (2007) investigated food intake between dyads in 
a controlled lab setting and found that women ate most when in the presence of a male romantic 
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partner, in comparison to when dining with friends or strangers, regardless of the gender. 
Similarly, this study showed that men matched their level of food intake most to their female 
significant others. These findings suggest that dining in one another’s presence encourages 
partners to eat more similarly, and for women, to eat more than in other social contexts.  
In addition to the tendency for a couple to conform their food intake, development of 
similar health behaviors among partners may also result from repeated exposure to a partner’s 
unique health decisions and shared environments. First, modeling, or the process of learning 
behavior through observation of others, could explain how a person acquires lifestyle habits from 
their significant other. As human beings, we are predisposed to notice, learn, and replicate the 
behavior of others, according to Bandura’s (1977) social learning theory. Thus, a person’s 
interest in learning and replicating another’s diet and exercise regimen could be a less conscious 
decision. On a much more practical level, couples may come to exhibit similar heath choices as a 
result of their shared environment. For instance, focus groups of multiple families have shown 
that both spouses perceive accessibility to healthful food as a significant barrier for achieving a 
better diet (Berge, Arkian, Doherty, & Neumark-Sztainer, 2012). In addition, couples often have 
shared financial resources, which affects their food and lifestyle choices. For example, a couple’s 
wealth determines each partner’s ability to purchase gym memberships, afford nutritional 
counseling, or participate in recreation. Thus, the principles of social learning and practical 
implications of shared environments need to be considered when understanding influences of 
behavior. 
The role of the relationship 
In order to explore more fully how health behavior spreads from one partner to another, it 
is necessary to look not only at direct meal and resource sharing, but also to consider broader 
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relational factors as well. One possible theory is that individuals who express a greater sense of 
“coupleness” or interconnectedness with their partner may be more likely to adopt each other’s 
lifestyle habits and agree upon issues of physical well-being. This reasoning stems from Aron 
and Aron’s (1986) self-expansion model, which assumes that individuals ultimately form 
relationships to facilitate growth and progress. Within this theory, it is posited that as romantic 
individuals grow closer together, they start to include the habits, perspectives, and characteristics 
of their significant other into their own self-perception. This effect has been demonstrated in 
numerous studies (Aron, Aron, Tudor, & Nelson, 1991; Mashek, Aron, & Boncimino, 2003). As 
one example, Aron and colleagues found that romantically-involved participants confused traits 
that represented themselves with traits that represented their partner, suggesting that cognitive 
representations of self and other tend to overlap in close relationships (Aron et al., 1991). 
Furthermore, in an investigation of the Inclusion of the Other and the Self Scale (IOS scale), 
Aron et al. (1992) found that the couples who selected Venn diagrams of themselves that had the 
most overlap (i.e., the greatest intersection of the circle “self” and the circle “other”), were more 
likely to still be in a relationship three months later than the couples who selected Venn diagrams 
with less overlap. Taken together, these studies suggest that individuals tend to see themselves as 
very similar to their partners, and the level of similarity can predict future relationship stability.  
The theory of inclusion of the other into the self can be used to explain why individuals 
who are experiencing high levels of relationship satisfaction may start to assume their partner’s 
health-related behavior. More specifically, if an individual begins to practice more positive 
eating and exercise habits, greater inclusion of the other by the romantic partner may cause he or 
she to similarly change their health-related behavior. This is because the large amount of overlap 
between the self and the other when the couple is in a close relationship motivates one partner to 
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incorporate the new lifestyles habits and values of the other in order to maintain this high level of 
overlap. While the inclusion of the other into the self model may serve as one potential 
explanation for the spreading of health-related behaviors between partners, further research is 
needed to empirically test this model, and specifically in the case where at least one partner is 
overweight.   
 In addition to shared identity or greater inclusion of the other, there are other 
interpersonal motivators to consider when understanding why an individual may change their 
behavior to align with their partner. For instance, another explanation may be that partners adopt 
healthy habits as a way of showing support for the individual attempting to change their health 
behavior. Social support is positively associated with relationship qualities, such as 
companionship and intimacy (Sarason, 1974; Thompson, Flood, & Goodvin, 2006). These 
qualities have been found to influence the amount of social support a person both receives and 
provides (Dunst & Leet, 1987). The type of social support a partner provides can be 
instrumental, financial, informational, or emotional, all of which can play a role in a partner’s 
health outcomes (Ashida, Wilkinson, & Koehly, 2012; Uchino, 2006). In terms of obesity 
treatment and weight loss, individuals may be inclined to participate in their partner’s health 
regimen as a means of instrumental support, especially since research demonstrates participants 
have better success in treatment when their partner also engages in the program (Brownell, 
Heckerman, Westlake, Hayes, & Monti, 1978). In the context of the current investigation, 
making healthier decisions and attempting positive behavioral change could be the NTSP’s 
demonstration of interpersonal commitment, solidarity, and encouragement to their romantic 
partner in treatment, as the treatment-seeking partner undergoes intensive weight loss treatment. 
While partner support has been shown to be beneficial for individuals seeking to lose weight, it 
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is important to assess how this construct may stimulate health-benefits in the untreated partner as 
well. 
Individual motivations to change 
 In addition to these relational factors, it is possible that untreated partners are motivated 
to change because of their individual health status or personal characteristics. Weight status (i.e., 
being overweight) and fear of gaining weight could be individual reasons for change, which 
become more salient when an individual’s partner takes significant weight loss measures, such as 
enrolling in an intensive weight loss treatment. It is plausible that these individual concerns can 
be psychological, that is, regardless of one’s actual weight, having a fear about gaining weight. 
Fear of gaining weight has been shown to be associated with drive for thinness and restrained 
eating among normal weight individuals (Chernyak & Lowe, 2010). It can also be biological, 
where an individual’s BMI is currently at, or approaching, a physically unhealthy level. In this 
case, both higher initial BMI and higher fear of fat have been shown to predict greater weight 
loss and greater weight maintenance for overweight populations (Latner, Wilson, Jackson, & 
Stunkard, 2007). These results indicate that actual weight status and the associated concern may 
be key contributors to individuals’ motivation to change their behavior. Thus, a final area of 
exploration for the present study will be to determine the effect of both (a) a fear of gaining 
weight and (b) BMI for the NTSP on their own perceived health-related behavioral change after 
their partner enters a residential weight loss treatment. 
Hypotheses 
Taking the collective research into account, it appears there are numerous reasons an 
individual may be motivated to change their lifestyle while their partner is in treatment for 
weight loss. In addition to the theories of eating conformity, modeling, and shared environment, 
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the current investigation addresses the broader interpersonal and individual factors that aid or 
hinder the spread of health behavior. One potential reason is that partners experiencing a strong 
sense of “coupleness” may automatically absorb the weight loss motivations of a partner, for this 
pathway allows for continued self-expansion and inclusion of partner in sense of self. Beyond 
the desire to maintain a shared identity, partners may adopt healthier habits as a sign of support. 
This social support could manifest as instrumental support, for example, selecting healthier foods 
at home or committing to go on regular walks. Relationship satisfaction could, therefore, predict 
the amount of “coupleness” and social support a NTSP is willing to give, which in turn can 
influence a partner’s willingness to change his or her own health behavior. Finally, it is possible 
that a NTSP’s displayed positive lifestyle adjustments could represent their motivation to 
improve their own physical well-being or simply to avoid weight gain. Thus, the enrollment of a 
romantic partner into an intensive intervention may serve as the final push the NTSP needs in 
order to make his or her own behavioral change. 
Therefore, based on the extant research the following outcomes were hypothesized: 
Aim 1: To determine whether changes in health-related behavior made by the NTSP 
were enacted as a result of high levels of inclusion of the other into self. Specifically, it was 
hypothesized that inclusion of the other into self would mediate the positive association between 
relationship satisfaction and the NTSP’s perceived change in their own health-related behavior. 
More specifically, we expected higher relationship satisfaction to be associated with a greater 
perceived change in health-related behavior through inclusion of the other into self. This was 
based on the rationale that if partners were more satisfied in their relationship, they might be 
more likely to see their partner as a fundamental part of who they are, and as a result, engage in 
some of the same behaviors and perspectives as their partner.  
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Aim 2: A second aim was to examine whether changes in health-related behavior made 
by the NTSP were enacted as a form of social support. It was predicted that provided social 
support would mediate the association between relationship satisfaction and perceived change in 
health-related behavior of the NTSP. More specifically, higher relationship satisfaction would be 
associated with higher levels of social support, which in turn would be related to greater changes 
in health-related behavior of the NTSP. This was based on the belief that if partners were more 
satisfied with their relationship, they would be more likely to support a partner’s goal of lifestyle 
change and show this support by engaging in the same healthier behavior. 
Aim 3: Finally, individual-level characteristics of the NTSP were examined to determine 
whether such characteristics affected their adoption of any health-related behavior as a result of 
their partner’s decision to begin weight loss treatment. More specifically, the NTSP’s BMI and 
fear of gaining weight were both hypothesized to be positively related to their perceived change 
in health behavior. Thus, it was expected that individuals who had a higher BMI, as well as those 
who had a greater fear of gaining weight, would report greater changes in their self-reported 
health-related behaviors. The rationale was that if the NTSPs were concerned about their own 
health status, they would be more motivated to change eating and exercise habits, especially if 
having their partner in a lifestyle intervention makes their own weight more salient. 
 
Method 
 
Participants 
For the present study, couples were eligible to participate if one partner was currently 
enrolled in the Duke Diet and Fitness Center (DFC) intensive weight loss program for a 
minimum of one week. On average treatment-seeking partners stayed at the DFC for 14.94 days 
(SD=10.78). The partner who was enrolled at DFC was considered the “treatment-seeking 
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partner,” whereas their romantic partner was considered the “non-treatment seeking partner” 
(NTSP). Both partners needed to be willing to participate, a minimum of 18 years old, fluent in 
English, and in a committed romantic relationship with one another in order to be eligible for the 
study. Couples could in either heterosexual or same sex relationships to be eligible. Couples 
were excluded from the study if both partners were participating in DFC’s weight loss program, 
or if either partner was pregnant during the course of study participation. Based on these criteria, 
22 couples were recruited for the study with 18 NTSPs included in the final analyses (three 
participants were not included in the analyses due to missing more than 15% of data, and one 
NTSP did not complete the survey).  
Table 1 provides complete descriptive information for NTSPs. The average age of 
treatment-seeking partners was 55.40 years (SD=11.54). In general, our sample was Caucasian, 
well-educated and highly affluent. One same-sex couple completed the study. The range of 
romantic involvement between partners was large, with partners reporting romantic involvement 
between 3 months to 57 years, with the average length of relationship being 24.61 years 
(SD=17). All partners reported receiving at least three years of education beyond high school.  
 
Measures 
 
 Perceived change in weight loss facilitative eating behavior. The Eating Behavior 
Inventory (EBI: O’Neil & Rieder, 1979) was used as a self-report instrument to assess whether 
the NTSP had any changes in his/her dietary habits. Higher scores reflect more “appropriate” or 
theoretically facilitative weight control eating patterns, such as keeping healthy snacks available, 
tracking weight and calories, and avoiding emotional eating. A modified version of the EBI was 
presented to the NTSPs in this study. For each of the 26 items, participants recorded two scores 
on a 5-point scale, ranging from “never” to “always”. The participant provided one score for how 
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often that behavior was true for them before their partner entered the DFC, and one score for 
how often they engaged in that behavior since their partner began treatment. Questions that 
addressed likelihood of weight-loss hindering behavior (e.g., “I eat and just can’t seem to stop”) 
were reverse coded. Total scores were then taken for each time point, and the difference between 
total scores represented perceived change in eating behavior since the treatment-seeking partner 
had begun treatment. 
Perceived change in calorie expenditure. The Paffenbarger Physical Activity 
Questionnaire (PPAQ: Paffenbarger et al., 1993), an eight-item self-administered questionnaire 
that measures participation in daily physical activity, was completed by the NTSP. For this 
analysis, we used the first four questions to measure perceived change in calorie expenditure as 
recommended to calculate a physical activity index. These questions asked respondents to report 
the number of city blocks they walk and flights of stairs they climb on a typical day, as well as to 
list the frequency and duration of any sports or recreational activities in which they participate. 
Participants answered each item twice, representing activity before and since their partner 
entered the DFC. Based on the metabolic scores for each reported activity, a physical activity 
index, or total calorie expenditure, was estimated. A participant’s physical activity index since 
their partner began treatment minus their physical activity index before their partner began 
treatment represented perceived change in calorie expenditure.   
Relationship satisfaction. The Couple Satisfaction Index (CSI; Funk & Rogge, 2007) is 
a self-report instrument measuring intimate relationship satisfaction. The present study used the 
16-item version of the CSI for the NTSP to respond to various qualifiers of their relationship, 
such as, “In general, how satisfied are you in your relationship?” and “I have a warm and 
comfortable relationship with my partner.” A cumulative higher score represented greater 
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relationship satisfaction in the NTSP. The CSI has shown excellent convergent validity with 
existing measures of relationship satisfaction, quality, and adjustment in addition to solid 
construct validity (Funk et al., 2007).  
Inclusion of the Other in the Self Scale. The NTSP’s perception of including their 
romantic partner into their sense of self will be evaluated using the Inclusion of the Other in the 
Self Scale (IOS; Aron et al., 1992). The IOS scale is a single-item, pictorial measure of 
closeness, where participants select which set of overlapping circles (where one is labeled, “self” 
and one, “other”) out of seven options best represents their relationship with their romantic 
partner. Participants who select the Venn diagram with more intersection between their partner 
and themselves will be scored as experiencing greater inclusion. The IOS scale has demonstrated 
alternate-form reliability (that is, it yielded consistent results in different pictorial 
representations) and test-retest reliability, in addition to convergent validity with other measures 
of relationship satisfaction (Aron et al., 1992).   
Fear of gaining weight. The NTSP’s concern of gaining weight was assessed using the 
Goldfarb Fear of Fat Scale (GFFS; Goldfarb, Dykens, & Gerrard, 1985). The GFFS is a 10-item 
assessment designed to measure one’s personal fear of gaining weight. In previous 
investigations, the scale has shown good internal consistency with an alpha of .85, and it has also 
demonstrated good test re-test reliability (Latner, Wilson, Jackson, & Stunkard, 2009). In 
addition, the GFFS has been shown to have good validity, differentiating among non-dieting 
women, repeat dieters, and women with repeated bingeing; it also has been used with both men 
and women, and with normal to obese populations (Goldfarb et al., 1985). For the present 
investigation, the NTSP rated each item on a 4-point Likert-type scale, from “very untrue” to 
“very true.” Total scores were created by summing the individual items, resulting in possible 
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scores ranging from 10 - 40. Higher scores on this measure indicated a greater fear of gaining 
weight.  
Provided social support. The NTSP’s perception of how much social support they 
provide their partner was assessed using the revised Social Support in Intimate Relationships 
Rating Scale (SIRRS-R: Barry, Bunde, Brock, & Lawrence, 2009). SIRRS-R is a 
multidimensional assessment of received support in intimate relationships in the form of 
emotional support, physical comfort, informational support, and tangible support. The SIRRS-R 
contains 25-items. In the current study, the SIRRS-R was modified to assess behavioral 
indicators of provided social support, rather than received. For instance, the NTSP was asked 
how often they engaged in each supportive behavior toward their partner, using a 5-point Likert 
scale ranging from “never” to “almost always.” A cumulative score was then taken, where 
possible total scores range from 0 - 100. Higher scores indicated greater levels of the NTSP’s 
provided social support toward their current romantic partner. The revised SIRRS has shown 
good validity in both dating and married couples (Barry et al., 2009).  
Body mass index. Both the NTSP and the treatment-seeking partner self- 
 
reported their height and weight, and these values were used calculate each person’s BMI. 
 
Procedure 
 
The study’s recruitment efforts took place at the DFC in Durham, North Carolina over a 
period of several months (beginning in August 2013). The DFC is a nationally-recognized 
residential weight loss program that attracts individuals from across the country and receives 
between four to seven new clients each week, with the majority staying between two and five 
weeks. During the course of treatment, patients receive individual counseling with nutritionists, 
exercise physiologists, and psychologists, as well as regular medical exams. They have 24-hour 
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access to athletic trainers and sport facilities and are served three meals a day tailored to their 
specific dietary needs. As a part of their treatment, all clients have a list of high priority 
behavioral training classes, such as “Binge Eating Awareness,” “Tackling Emotional Eating,” 
and “A Whole Approach to Change” to attend during their stay, in addition to their fitness, 
medical, and nutrition workshops. Participants were made aware of the current research study 
during these behavioral training classes and were provided contact information for the principal 
investigator if they were interested in participating. Consent for study participation was obtained 
individually from both the treatment-seeking partners and NTSPs. This process began with the 
treatment-seeking partner expressing interest in-person, the principal investigator collecting 
his/her eligibility and contact information, and then sending individual emails to each partner. 
Once enrolled in the study, both partners were directed to an online consent form before 
proceeding to the questionnaire. All study participants were sent online surveys at the end of the 
treatment-seeking partner’s first or second week of treatment depending on length of stay. 
Treatment-seeking partners only reported on their demographic information, whereas the NTSP 
completed all measures described above. Funding for this project was awarded after recruitment 
began; as a result some participants did not receive any compensation for the study (n= 9). The 
other participants received $10 for completing the study ($20 awarded to each couple).  
Data Analysis 
 
For the present investigation, descriptive statistics for each variable as well as bivariate 
correlations were conducted. Subsequent to this, single-mediator analyses using bootstrapping 
were conducted following procedures outlined by Preacher and Hayes (2008), using the SPSS 
macro designed by these authors. A simple mediation model includes testing the indirect effect 
of the independent variable (IV) on the dependent variable (DV) through a mediator (M). Figure 
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1 graphically depicts the relationship between variables in a simple mediation model. The 
indirect effect represents the product of the IV’s direct effect on M, a, and M’s direct effect on 
the DV, b. Thus, the total effect of the IV on the DV can be calculated by summing the IV’s 
direct effect on the DV (c’) and its indirect effect (ab). 
Bootstrapping is a nonparametric resampling procedure where data are repeatedly 
selected to determine an empirical approximation of ab from which point estimates and 95% 
confidence intervals are derived. If confidence intervals do not include zero, then the indirect 
effects are considered to be significant. Recent recommendations support the use of the 
bootstrapping method over the Sobel test when analyzing indirect effects of models (MacKinnon 
et al., 2002; MacKinnon et al., 2004; Preacher & Hayes, 2008). As a nonparametric resampling 
procedure, bootstrapping does not impose the assumption of the normality of the indirect effect’s 
distribution, which is only the case in very large samples. Furthermore, in comparison to the 
Sobel test and the more traditional causal steps strategy (Baron & Kenny, 1986), bootstrapping 
provides greater power to detect indirect effects.  
For our first hypothesis, the NTSP’s relationship satisfaction was used to predict their 
perceived change in health-related behavior, with inclusion of the other into the self as a 
mediator of this relationship. More specifically, two models were conducted for all hypotheses, 
one with perceived change in eating behavior as the outcome variable and another with perceived 
change in calorie expenditure as the outcome variable. For the second hypothesis, the NTSP’s 
relationship satisfaction was used to predict their perceived change in health-related behavior, 
with provided social support as a mediator of this relationship. For the final hypothesis, a  
hierarchical multiple regression analysis was conducted with perceived change in health-related 
behavior as the dependent variable and fear of gaining weight and BMI as predictors. 
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Results 
 
Association between Variables 
 
 Descriptive statistics for NTSPs are presented in Table 1; correlations between model 
variables are presented in Table 2. On average, NTSPs experienced high levels of relationship 
satisfaction and inclusion of the other into the self, and these variables were positively correlated.  
However, neither inclusion of the other nor relationship satisfaction was significantly correlated 
with perceived change in eating behavior or calorie expenditure. Whereas provided social 
support was correlated with relationship satisfaction, provided social support was not 
significantly correlated with perceived change in eating behavior or calorie expenditure. The 
average BMI for NTSPs indicated that the sample as whole was relatively overweight, although 
they reported minimal fear of gaining weight; this sample’s mean score was lower than norms 
for non-dieters (Goldfarb et al., 1985) and non-disordered eaters (Latner, Wilson, Jackson, & 
Stunkard, 2009).  
As expected, eating behavior before one’s partner entered the DFC was significantly 
correlated with eating behavior after one’s partner started the DFC. Similarly, calorie 
expenditure before one’s partner started the DFC was significantly correlated with calorie 
expenditure after one’s partner started treatment at the DFC. Although calorie expenditure 
changed little overtime (t(17) = -.41, p = .69), a paired sample t-test revealed a statistically 
significant difference between the NTSP’s mean eating behavior scores before and after one’s 
partner entered the DFC, t(17) = -4.09, p =.001. This suggests that NTSPs were engaging in 
more weight loss facilitative eating habits during the course of their partner’s treatment.  
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Tests of mediation 
 
 As recommended for small samples, we used nonparametric bootstrapping analyses to 
test the mediational models of inclusion of the other and provided social support as potential 
mediators of the association between relationship satisfaction and perceived change in health 
behavior (represented as perceived change in eating behavior and perceived change in calorie 
expenditure). We hypothesized that higher relationship satisfaction would be associated with 
greater changes in health behavior, and this relationship would be explained by higher levels of 
inclusion of the other into the self (first hypothesis) and higher levels of provided social support 
(second hypothesis). Figure 2 displays the total and direct effects of these predicted mediational 
models; the indirect effects are presented in Table 3. With a bootstrapping analysis, mediation is 
significant if the 95% bias corrected confidence intervals for the indirect effects do not include 
zero. As the results demonstrate, there was no significant association between relationship 
satisfaction and perceived change in health behavior. In other words, relationship satisfaction did 
not have a significant direct or total effect on perceived change in calorie expenditure and 
perceived change in eating behavior. Furthermore, there were no indirect effects, as inclusion of 
the other into the self and provided social support failed to mediate this relationship for both 
outcome models; that is neither inclusion of the other nor provided social support accounted for 
the association between relationship satisfaction and perceived change in health behavior.   
 
Regression analysis 
 
The third hypothesis stated that both greater BMI and greater fear of gaining weight 
would be positively correlated with NTSP’s perceived change in health behavior. To examine the 
unique contribution of BMI and fear of gaining weight on perceived change in eating behavior, a 
hierarchical multiple linear regression analysis was performed. In Step 1, BMI was entered as a 
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predictor of perceived change in eating behavior, and the overall model was non-significant,      
F (1,16) = .49,  p = .49. In addition, the model accounted for only 3% of the variance (adjusted 
R²=-.03).  In Step 2, fear of gaining weight was added to the original equation, and the overall 
model continued to be non-significant, F(2,15) = 1.82,  p = .20, and accounted for 20% of the 
variance (adjusted R²=.09). Examining the individual predictors in this model indicated that 
neither variable was a significant predictor of eating behavior change; for BMI, β = .17, t(16) = 
.72, p = .48, and fear of gaining weight, β = -.41, t(16) = -1.76,  p = .10. 
The same steps were repeated to examine the contribution of BMI and fear of gaining 
weight to the NTSP’s perceived change in daily calorie expenditure. For the first model, BMI 
accounted for 14% of the variance in perceived change in calorie expenditure (adjusted R²=.09), 
which was not statistically different from zero, F(1,16) = 2.61,  p = .13. With fear of gaining 
weight added to the model, the overall model continued to be non-significant, F(2,15) = 1.23, p = 
.32, and accounted for 14% of the variance (adjusted R²=.03). Reviewing the individual 
predictors again revealed that BMI was not a significant predictor of perceived change in calorie 
expenditure, β = .37, t(15) = 1.56,  p = .14, nor was fear of gaining weight, β = -.02,  t(15) = -.09,  
p = .93.  
Discussion 
 
The purpose of this investigation was to build upon previous research regarding the 
adoption of healthy behaviors by spouses or other support persons of individuals who undergo a 
weight loss intervention (e.g. Bishop et al., 2013) by identifying the motivations behind such 
behavior change. More specifically, this investigation examined inclusion of the other into the 
self and provided social support as potential mediators of the association between relationship 
satisfaction and an NTSP’s perceived change in health behavior, in addition to the role of fear of 
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gaining weight and BMI as predictors of partner behavior change. However, our primary 
hypotheses were not supported. Neither inclusion of the other into the self nor provided social 
support mediated the association between relationship satisfaction and perceived change in 
health behavior (for both perceived change in eating behavior and calorie expenditure). 
Furthermore, though NTSPs were typically overweight, as evidenced by their BMI, they reported 
minimal fear of gaining weight and neither BMI nor fear of gaining weight had a significant 
effect on perceived change in health behavior. While the motivations are unclear, NTSPs did 
change their eating behavior during their partner’s attendance at the weight loss intervention, 
suggesting that having a romantic partner in a weight loss program may have an effect on dietary 
improvements of the NTSP.  
The nonsignificant mediational models can be explained in several ways. First, there was 
a lack of an association between the proposed mediators, inclusion of the other and the self and 
provided social support, on both health behavior change variables. The lack of an effect of 
inclusion of the other on perceived change in health behavior indicates that, although NTSPs 
experienced high overlap in their identity with their partner, this did not motivate them to adopt 
their partner’s new lifestyle into their own sense of self. This result reflects that the IOS scale 
may be an effective tool for capturing general similarities between partners, but does not apply to 
the sharing of specific health behaviors. Another interpretation could be that NTSPs do include 
their treatment-seeking partners’ lifestyles into their sense of self, but their treatment-seeking 
partners were not adopting new lifestyle habits over the course of treatment. This would be 
particularly applicable for treatment-seeking partners who were return clients and only in 
treatment for one week. They may be attending the DFC for a refresher, and not attempting to 
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significantly change their behavior or lifestyle, in which case the NTSP would not need to add 
new habits and values in their sense of self to maintain greater inclusion of the other.  
With regard to the second mediator of provided social support, the nonsignificant 
relationship between perceived change in health behavior and social support was unexpected. 
Since previous findings show NTSPs are willing to enroll in a patient’s treatment plan as a sign 
of support (Brownell et al., 1978), it was anticipated that the same motivation would explain a 
NTSP’s behavior change during their partner’s intervention. However, the discrepant findings 
from these two studies may suggest that the NTSP needs to be actively engaged in their partner’s 
treatment, rather than just an observer, in order to adopt changes in their own health behavior. 
While there were two NTSPs who were present at the facility during their partner’s treatment, 
none of the NTSPs were enrolled in the intervention themselves (based on the exclusion criteria). 
Furthermore, since the majority of NTSPs were at home during their partner’s treatment, it is 
possible that they began demonstrating supportive behavior through healthy eating and exercise 
habits after their partner returned home. Assessing partners’ lifestyle choices after patients have 
returned home from treatment would allow for the examination of this possible explanation. 
Thus, it appears that without direct involvement in the intervention, NTSPs are less committed to 
demonstrate support by adopting their partner's new lifestyle choices.	  
When examining each component of the mediational model, it was also unexpected to see 
a nonsignificant correlation between relationship satisfaction and perceived change in health 
behavior. It was initially predicted that high relationship satisfaction would encourage the NTSP 
to adopt a healthier lifestyle, either to maintain a high level of inclusion or to show support for 
their partner’s commitment to change. Yet, it is possible that increased relationship satisfaction 
can also inhibit healthy behavior change. For instance, if a partner is romantically satisfied, they 
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may be less motivated to engage in a healthier lifestyle because they feel content and stable in 
their union. This argument would support the marriage market hypothesis explained earlier, 
which states that couples in a committed and happy relationship are less driven to maintain a low 
weight as they feel less pressure to stay attractive for their partner or other suitors (Averett et al., 
2008). Thus, if high relationship satisfaction can both aid and hinder a partner’s behavior change, 
the contrasting effects would lessen any correlation between the two variables, which would 
explain why there was no clear association between relationship satisfaction and perceived 
change in health behavior. 
Similar to how a satisfied relationship may lessen the NTSP’s drive to change their diet 
and physical activity, their individual physical and psychological well-being could also prevent 
behavior change. For example, we observed that the NTSPs self-reported BMI and fear of 
gaining weight were not significant predictors of perceived change in health behavior. Although 
the average weight in the sample was high, and thus a legitimate reason for concern, their 
expressed fear of gaining weight demonstrated minimal distress. Further examination revealed 
that scores for the NTSP’s fear of gaining weight were skewed, with no individuals reporting 
high levels of fear. The lack of significant fear about gaining weight could be that higher BMIs 
are typical for older adults and thus, NTSP’s view their overweight status as normal. 
Furthermore, the fact that NTSPs reported low fear makes sense, because if they were seriously 
concerned about their own weight, they would likely be participating in the DFC program as well 
(particularly given that NTSPs reported having the financial means and job security to take 
similar time off of work). With this reported minimal concern, we were unable to see the effect 
that high levels of weight-related worry could have on health behavior. It remains possible that 
the motivation to engage in more facilitative health behaviors requires psychological concern, 
PARTNER HEALTH BEHAVIOR CHANGE                                                                             25 
not simply a biological index of unhealthy weight, and future investigation could benefit from 
recruiting samples who endorse all levels of weight gain fear.   
While we could not clarify the individual or interpersonal predictors of greater perceived 
change in health behavior, we observed that NTSPs were still adjusting their eating habits while 
their partner was in treatment. More specifically, they reported practicing more weight loss 
facilitative eating behavior after their partner had begun treatment at the DFC. This significant 
dietary improvement suggests that simply having a romantic partner in a weight loss intervention 
may serve as reminder to eat healthily oneself. Beyond the reminder that a loved one is trying to 
lose weight, there could also be a sharing of information between partners about specific diet 
strategies. The fact that the DFC teaches many of the skills NTSPs reported adopting (e.g., 
shopping from a list, limiting visibility of snack food, and weighing oneself daily) supports the 
notion that the DFC’s lessons perhaps are being transferred to NTSPs even if they are at home. 
As most partners at the DFC only stayed in treatment for two weeks, this result is particularly 
significant, as it suggests that perceived change in the NTSP’s behavior can occur in a short 
period of time. This rate of change furthers previous research that has only concentrated on the 
NTSP’s diet and exercise adjustments after their partner had been in a lifestyle intervention for 
12 months of treatment (e.g., Gorin et al., 2008). Taken together, these findings demonstrate that 
having a partner engaged in weight loss treatment can have both immediate and sustained 
positive effects on the eating behavior of the NTSP. 
This investigation also clarifies earlier findings about an NTSP’s perceived change in 
physical activity.  Until this study, there was conflicting evidence about whether or not NTSPs 
improved their exercise routine as a result of their partner being in a weight loss treatment. For 
example, in a previous investigation, participants of a lifestyle invention observed that their 
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primary support person increased their own physical activity during the course of treatment 
(Bishop et al., 2013). On the other hand, Gorin et al. (2008) observed in a separate study that 
spouses of intervention patients did not differ in changes of calorie expenditure from spouses of 
patients in enhanced usual care. Our results support Gorin and colleague’s findings, that when 
you actually calculate physical activity indices (i.e., calorie expenditure) for the NTSPs, their 
activity level remains stable as their partner participates in the intervention. NTSP’s reluctance to 
increase physical activity may be due to their awareness of the growing body of research that 
suggests it is easier to lose weight by dieting than exercise (Reynolds, 2012). As Church and 
colleagues (2012) explain, the small magnitude of weight loss observed from exercise 
intervention is primarily due to the fact that activity does not incite human metabolism as much 
as it used to (i.e., exercise is not as effective at burning calories as it once was), meaning there is 
a greater discrepancy between actual energy deficit and believed energy expenditure of the 
exercise. For example, a person will workout for a specific period thinking they have burned a 
certain amount of calories based on metabolic estimates for the population, but in reality they are 
expending much less. When applying this phenomenon to the current study, NTSP’s may 
perceive exercise as less effective and therefore not engage in more physical activity. Thus, the 
DFC may need to consider ways to provide more psychoeducation around the overall health 
benefits of exercise, even outside of weight loss, in order to keep both patients and their partners 
physically active.  
The current study offers additional opportunities for the DFC to incorporate some of the 
above findings into their treatment strategy. Most importantly, the fact that NTSPs significantly 
adopted more weight loss facilitative eating behavior demonstrates that the DFC’s program may 
be having a broader reach than initially expected. While this experiment cannot demonstrate 
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causality, it shows a correlation between a NTSP picking up healthier habits and their partner’s 
participation in the DFC intervention. These positive benefits for the romantic partner not in 
treatment are without any additional cost to treatment providers, suggesting the program may 
have underestimated its cost effectiveness. The DFC should capitalize on this transmission of 
healthy eating habits to impact more members of the community. One possibility is by 
encouraging further information exchange between clients and their partners, which could be 
facilitated through teaching communication skills. This could be particularly beneficial given the 
high levels of relationship satisfaction, inclusion of the other into the self, and provided social 
support reported by partners. This descriptive information suggests that many DFC couples are 
satisfied and supportive of one another, providing an optimal milieu for integrating a client’s 
intimate relationship into their weight loss plan.  
There are several limitations of this study that should be addressed in future research. 
First, NTSPs retroactively reported their “before” health behavior after their partner had already 
begun treatment, leading to a potential bias in recall of eating habits and physical activity 
associated with that particular time. Additionally, the study only examined changes in health 
facilitative behaviors of the NTSPs while patients were enrolled in treatment, which was on 
average a period of two weeks. Although partners still evidenced the adoption of new behaviors 
in this short time frame, future studies should continue to track NTSPs after patients return home 
in order to determine whether more changes continue.  
Moreover, the present investigation’s sample size and demographics bring up additional 
limitations. First, the study’s small sample size led to decreased power, making it difficult to 
detect the existence of true associations. Researchers have found that sample sizes greater than 
30 are required in order to detect the mediated effect when using bootstrapping (Fritz & 
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MacKinnon, 2007). Where the sample size may have affected the internal validity of this 
investigation, its demographics limit the generalizability of the findings. The majority of the 
DFC participants and their NTSPs were Caucasian, well-educated, and highly affluent. 
Furthermore, 72% of the NTSPs were male, thus making it difficult to examine gender 
differences in the adoption of various health behaviors. Thus, replication of our findings in a 
more diverse, larger sample is warranted.  
Despite these limitations, the present investigation provides increased support for the 
observed transmission of positive health behavior between partners, which can be used to tailor 
more effective and broad-reaching treatment strategies. More specifically, this study updates the 
observation that unhealthy behavior can spread through a social network (Christakis et al., 2007) 
by suggesting the same social influences can cultivate healthy behavior. Furthermore, the 
investigation clarifies that a partner’s physical activity is not as readily changed as diet, offering 
rationale for healthcare providers to increase a patient’s (and consequently, their partner’s) 
understanding of the benefits and effectiveness of exercise. Finally, these findings implicate that 
previous research’s concentration on solely the participant in weight loss treatment tends to 
overlook the positive impact this situation might have on a close relation’s health behavior, 
underestimating the reach of the intervention.  Future research should continue to explore the 
interpersonal and individual motivations behind a NTSP’s behavior change to examine the extent 
to which a partner’s success in treatment is related to the NTSP’s adoption of weight loss habits, 
in order to gain a better understanding of the benefits for both partners. Overall, this 
investigation encourages specialized and intensive weight loss treatment by suggesting it has the 
potential to positively affect both an individual and their social network and could be a tool for 
disseminating healthier habits to the greater community. 
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Variable Mean SD 
Age 56.29 10.56 
Length in relationship 
(years) 24.61 17.00 
Time living together or 
married (years) 23.85 15.26 
Education (years) 17.89 1.91 
BMI 26.06 5.37 
Note. 72.22% Male, 94.44% Caucasian, 5.55% Hispanic.  
Table 1 
 
Descriptives for Non-Treatment Seeking Partners (n=18) 	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Non-treatment Seeking Partner (n=18) 
 
Variable M SD 1 2 3 4 5 6 7 8 9 10 11 
1. Relationship Satisfaction    62.56 12.16 -           
2. Inclusion of Other 5.28 1.13   .50* -          
3. Provided Social Support     74.51 12.57     .62** .07 -         
4. Eating behavior before partner 
entered DFC 
77.06   8.64 -.06 .10 .01 -        
5. Eating behavior after partner 
entered DFC 
84.48 9.10 .00 .14 -.29    .63** -       
6. Perceived change in Eating 
Behavior 
7.42 7.69 .06 .06 -.35 -.38 .48* -      
7. Calorie expenditure before 
partner entered DFC 
356.46 289.74 .25 -.05 -.03 .10 .54* .53* -     
8. Calorie expenditure after partner 
entered DFC 
375.42 339.63 .09 -.10 -.20 -.13 .48* .71** .82** -    
9. Perceived change in calorie 
expenditure 
18.96 195.44 -.21 -.11 -.30 -.37 .03 .45 -.06 .52* -   
10. BMI 26.06 5.37 -.46 -.05 -.49* -.33 -.17 .17 -.23 .02 .38 -  
11. Fear of Gaining Weight 15.06 4.28 -.20 -.16 .08 .41 .05 -.41 -.31 -.28 -.03 -.01 - 
Note. BMI=Body Mass Index, DFC= Diet and Fitness Center 
 *p<.05, **p<.01. 
Table 2 
 
Correlations among Relationship Satisfaction, Provided Social Support, Inclusion of the Other 
and Perceived change in Health Behavior 
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 Perceived change in Eating Behavior Perceived change in Calorie 
Expenditure 
 
Couple Relationship 
Satisfaction 
Indirect Effect 
 
(Standard Error) 
 
BC CI  Indirect Effect 
 
(Standard Error) 
BC CI 
 Inclusion of the 
Other 
.00 
 
(.11) 
- .17 .31 - .06 
 
(2.65) 
- 5.60 5.57 
 
 Provided Social 
Support 
-.25 
 
(.18) 
- .66 .03 - 2.34 
 
(4.20) 
- 11.77 4.66 
Note. Confidence Intervals containing zero are considered non-significant. BC CI= Bias corrected confidence 
interval. 	  	  	  	  	  
Table 3 
 
 Indirect Effects of Relationship Satisfaction on Perceived change in Eating Behavior and 
Calorie Expenditure Mediated by Inclusion of the Other and Provided Social Support 
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Figure 1.  Illustration of a simple mediation design where the independent variable is 
hypothesized to have an indirect effect on the dependent variable. Both the direct effect 
(c’) and total effect (c) are noted.  
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Figure 2. Association between relationship satisfaction and perceived change in health behavior 
(measured by changed eating behavior and changed calorie expenditure) mediated by social 
support and inclusion of the other into the self. The total effect is in parentheses. All regression 
coefficients shown are unstandardized. **p<.01, *p<.05.  
